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Diagnosis of 
Non-Opaque Foreign Bodies of the 


Bronchial-Pulmonary Tract* 


By ArtTuur Q. Penta, M.D. 
Schenectady, New York 


ee foreign bodies, par- 
ticularly in children and infants, 
present a most troublesome problem in 
diagnosis, since in many instances they 
are frequently overlooked as a diagnos- 
tic possibility. It is only when severe 
pulmonary reaction has already taken 
place that these patients are sent to the 
bronchoscopist for examination. Unfor- 
tunately, because of inadequate history 
and due to the fact that these foreign 
bodies are not visualized by the conven- 
tional x-ray films of the chest, many of 
these patients developing pulmonary 
symptoms, are at first treated for bron- 
thitis or pneumonia. 


In every child or infant seen for the 
first time, who is suffering from obvious 
pulmonary infection, a careful history 
obtained from the parents should include 
information regarding recent attacks of 
coughing and choking while eating or 
drinking. If wheezing is present spe- 
tial note should be made regarding du- 
ration and mode of onset. A careful his- 
tory thus obtained may prove to be a 
very important guide in the diagnosis 
of aspirated foreign body. 

Mechanics of the Bronchial Tract 


In order to better understand the pe- 
tuliar physical signs produced by non- 
opaque foreign bodies, it is important 
that one should have a basic knowledge 
of the mechanics of the bronchial tract 
during respiration. It must be remem- 
bred that the bronchi are not rigid 

es and that during inspiration they 


"From the department of Broncho-Esophog- 
eM logy, Ellis Hospital, Schenectady, N. Y. 


elongate and widen, conversely, on ex- 
piration they become shortened and 
narrowed. This constant change in the 
caliber of the bronchial lumen during 
respiration plays a major role in the 
production of the physical signs com- 
monly found when foreign bodies in- 
vade the bronchial tract. 


As a rule, once a non-opaque foreign 
body, particularly those vegetal in type, 
becomes lodged in a bronchus, a local 
reaction soon follows, causing a severe 
edema of the bronchial mucosa which 
further increases the bronchial obstruc- 
tion. On inspiration, the bronchi being 
normally widened, the invasion of a 
bronchus by a foreign body, at first- 
produces only a partial obstruction dur- 
ing this phase of respiration. Sufficient 
space still remains between the foreign 
body and the bronchial wall to allow 
the ingress of air. However, on expira- 
tion the situation becomes entirely re- 
versed. The bronchi now normally nar- 
rowed, the foreign body and the result- 
ing local mucosal edema will in vary- 
ing degree obstruct the egress of air 
from that portion of the lung involved. 
This state of expiratory obstruction re- 
sults in a hyperdistension of the pul- 
monary segment mediately distal to the 
obstructed bronchus. In other words, a 
condition of obstructive emphysema is 
in the making. The mechanics involved 
in producing this condition is often re- 
ferred to as an expiratory check valve 
mechanism. If there is any delay in the 
removal of the foreign body during this 
stage of obstructive pulmonary emphy- 
sema, the increased mucosal swelling 
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and accumulated secretions resulting 
from the prolonged local irritating ac- 
tion of the foreign body, will now com- 
pletely cork the bronchus, thereby pre- 
venting both the ingress and egress of 
air from that portion of the lung sup- 
plied by the obstructed bronchus. The 
mechanism, which previously was only 
expiratory in type, has now changed to 
that of a complete check valve obstruc- 
tion and the state of the lung, formerly 
emphysematous, is now completely 
atelectactic. 

Even during this early stage of ob- 
structive atelectasis, the removal of the 
foreign body and aspiration of the re- 
tained secretions will in many instances 
restore the lung to its normal function. 
However, when atelectasis is allowed 
to exist for a period of time, the result- 
ing pulmonary changes may prove to be 
irreversible. This last stage of complete 
bronchial obstruction, with subsequent 
pulmonary destruction, might never be 
reached if every pediatrician and gen- 
eral practitioner of medicine would 
strongly consider the diagnostic possi- 
bility of aspirated foreign bodies as the 


causative factor in both children an 
infants who are suffering from obviou 
bronchial or pulmonary infection. 


Symptoms and Physical Signs 

The symptoms and physical sign 
will vary with the degree of bronchis 
obstruction and with the amount of i 
terference with aeration and drainag 
of the subjacent portion of the lung i 
volved. Certain types of non-opaqu 
foreign bodies, beans in _particula 
which because of their chemical strud 
ture possess the property to expand a 
enlarge in the presence of moisture 
may quickly produce a complete bro 
chial obstruction, resulting in a massi 
atelectasis within a few hours followin 
the intrusion. Irritating vegetal bodid 
such as peanut kernels will usually s 
up a violent reaction immediately fo 
lowing the bronchial lodgement. 

Early in the beginning of obstructiv 
emphysema, the symptoms are main 
those of laryngeal stridor, bronchis 
wheezing, cough, dyspnea, rapid pul 
and slight elevation of temperature. 
the aspirated foreign body is unusual 


MK Obstructive Emphysema 
; eee Sere) 


On expiration, because 
\\ bronchi became shortened 
% narrowed, the foreign body 


& resulting 


mucosal €dema 


\\ will completely ‘cork” the 
\ bronchus, thereby prevent 


Peanut 
Kernel 


Kilns egress of ain 


Fig. 1. (Inspiration) Showing a peanut kernel lodged in a bronchus during 
the phase of inspiration. Because the bronchi normally become widened and 
elongated during this phase of respiration, the impacted foreign body gener- 
ally causes only a partial obstruction to the ingress of air. 
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Fig. 2. (Expiration) During this phase of respiration, the bronchi being 


normally shortened and narrowed, the foreign body and the resulting mucosal 
edema, will completely cork the bronchus, thereby preventing the escape of air 
from the involved segment of the lung. This is commonly referred to as an 


expiratory check valve mechanism. The portion of the lung distal to the 
obstructed bronchus becomes hyperdistended or “ballooned.” 


Heart cieplaced Fig. 4. Radiograph of child age 8, show- 
toed unpbetructod ing obstructive emphysema of the left lung, 
due to a non-opaque foreign body in left main 
stem bronchus. Note the difference in the den- 
sity of the lung fields. The left lung being 
fig. 3. Schematic drawing showing ob- 
uctive emphysema of the left lung. 


hyperdistended with air is darker in appear- 
ance. 
“Poust, 1947 
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large and becomes lodged in the laryn- 
geal ventricle or trachea, in addition to 
the above symptoms, there will also be 
present a marked retraction of the su- 
prasternal fossa and indrawing of tlie 
abdomen in the xiphoid region. The 
child or infant because of marked air 
hunger, is usually very restless and 
when closely observed, its body invari- 
ably is in the knee chest position. In ob- 
structive emphysema, inspection usually 
reveals a limited pulmonary expansion 
of the involved side. The percussion 
note is slightly hyper-resonant and the 
diaphragmatic excursion is limited. 
Auscultation reveals diminished or dis- 
tant breath sounds with asthmatoid like 
wheezing on the affected side. 


Roentgen-Ray Findings In Non-Opaque 
Foreign Bodies 


In obstructive emphysema, the con- 
ventional x-ray films of the lungs will 
show a greater transparency on the ob- 
structed side. If the ballooning of the 
lung is marked, the axis of the ribs 
is changed, resulting in a widening of 
the intercostal spaces. The dome of the 
diaphragm at first is only slightly de- 
pressed, but as the lung becomes more 


Complete Check Valve 


Finally,with the increased 


mucosal swelling produced 
by prolonged ar tation 
OF the for€ign body, there 
will result ina complete 


*corking’ of the bronchus 
\ Causing obstruction to 
both an ask egress 
\ of 


Fig. 5. If the foreign body is not quickly 
removed, the prolonged irritation will lead 
to a marked mucosal edema which will com- 
pletely cork the bronchus, thereby preventing 
both the ingress and egress of air. The mech- 
anism now—is that of a complete check valve 
and the beginning of atelectasis. 
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distended with air it becomes flattened, 
A very important finding is the sligh 
displacement of the heart shadow t 
wards the uninvolved side. The shifting 
of the heart shadow appears more 
marked in films taken on expiration 
Fluoroscopy is by far one of the most 
important procedures in the diagnosis 
of non-opaque foreign bodies. The lim. 
ited diaphragmatic excursion on the ob 
structed side and the shifting of th 
heart shadow towards the uninvolve( 
side during expiration is very diagnos 
tic of obstructive emphysema. 

Once obstructive atelectasis has de 
veloped, the physical signs and x-ray 
findings are completely changed. In 
stead of a hyper-resonant note on per 
cussion, the note is now dull and bor 
ders on to flatness. Auscultation reveal; 
the breath sounds to be extremely di 
tant or entirely absent. The x-ray find 
ings now reveal a marked density of th 
pulmonary area involved, the inter 
costal spaces are narrowed, the di 
phragm is elevated and thé mediastin 
structures, due to the increased neg 
tive pleural pressure, are now displace 
towards the affected side. Fluoroscopi 
examination reveals a dense hemog 


obstructed 
side 


Diophragm 


Fig. 6. Schematic drawing showing ate 
tasis of the left lung. 
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neous shadow with arrested diaphrag- 
matic movement on the involved side. 


Pulmonary Complications of Non- 
Opaque Foreign Bodies 
During the stage of obstructive em- 
physema the majority of patients with 


Fig. 7. Same patient as shown in radio- 
graph of Fiig. 2, showing complete atelectasis 
of the left lung. 


Fig. 9. Even at the late stage as shown in 
Figure six, removal of the foreign body will 
oftentime lead to a complete recovery. Radio- 
graph taken two weeks following the removal 
of non-opaque foreign body. The left lung 


now is completely aerated and normal in ap- 
pearance, 
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non-opaque bronchial foreign bodies 
will make an uneventful recovery fol- 
lowing the early bronchoscopic removal 
of the offending agent. Even during the 
early period of obstructive atelectasis, 


Fig. 8. Radiograph of same patient show- 
ing the end results of error in diagnosis. The 
findings now are atelectasis with beginning 
suppuration and fluid formation. Note the 
drainage tube in left pleural cavity. Even at 
this late stage in the progress of the pulmon- 
ary condition, no thought was given to the 
possibility of a foreign body as the causa- 
tive factor. 


i 


Fig. 10. Photograph of foreign body re- 
moved from the patient's left lung. It was the 
rubber sac of a fountain pen. It had remained 
in the left stem bronchus for eight weeks be- 
fore any thought of a foreign body was con- 


sidered. 
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removal of the foreign body and aspira- 
tion of the accumulated secretions, will 
in many instances restore the lung to 
its normal function. However, this stage 
should never be allowed to develop if 
pulmonary complications are to be 
avoided. The usual sequence of events 
which generally take place when ob- 
structive atelectasis is allowed to go un- 
treated for a period of time, is pulmon- 
ary suppuration with abscess formation, 
perforation of the lung, and pyo-pneu- 
mothorax. In a certain percentage of 
cases, there will result a marked destruc- 
tion of the bronchial wall with the sub- 
sequent formation of bronchiectasis. It 
is imperative that in these patients de- 
veloping the above complications thor- 
acic surgery in some form or other be 
immediately resorted to as a life saving 
measure. 


Chemotherapy should always be in- 
stituted as a routine procedure follow- 
ing the bronchoscopic removal of bron- 
chial foreign bodies. Follow-up x-ray 
study should always be done to exclude 
the presence of a second foreign body 
which may have been overlooked dur- 
ing the first examination. In all patients 
suspected of having a foreign body, lat- 


eral as well as antero-posterior roent- 
genograms should always be made. No 
patient should be discharged from the 
hospital following the removal of a 
foreign body unless the physical ex- 
amination and x-ray findings reveal the 
lung involved to be completely aereated 
and regaining its normal function. 


Summary 


Non-opaque foreign bodies in the 
bronchial tract if not removed early 
may lead to severe pulmonary destruc- 
tion. Adequate history and special at- 
tention to the physical and x-ray find- 
ings are of the utmost importance in 
the diagnosis of non-opaque foreign 
bodies. Inadequate history and misinter- 
pretations of the physical findings when 
patient is first seen, may lead to irre- 
versible pulmonary damage. In all chil- 
dren and infants presenting the symp- 
toms of laryngeal stridor, cough, bron- 
chial wheezing, dyspnea, and elevation 
of temperature, the possibility of as- 
pirated foreign body, should always 
strongly be considered as a diagnostic 
possibility and no time should be lost 
in seeking bronchoscopic consultation. 

1301 Union St. 


Local Injection of Penicillin in Infections 


Healing of carbuncles, cellulitis, felons 
and osteomyelitis has been found to be 
more rapid following the use of penicillin 
by direct injection into infected tissues 
than by orthodox methods of treatment. 
Surgical interference was rarely neces- 
sary and, when pus was present, it 
usually localized to be evacuated spon- 
taneously or by needling. Pain was re- 
lieved in a matter of hours and deformi- 
ties did not occur. Penicillin was admin- 
sitered deep in the tissues, beginning 
well outside the involved area: the drug 
was slowly injected ahead of the needle 


250 


as the latter was directed toward the 
center of the lesion. For superficial in 
fections, including carbuncles, subcute 
neous injection sufficed. A sterile needle 
was used for each site of injection. Treat- 
ment was instituted once daily until the 
infection had subsided. Physiological sa 
line was the vehicle, the concentration 
depending on a variety of factors, but 
concentrations below 15,000 units per cc. 
were not recommended and above 50,00 
units per cc. not attempted.—D. Rost 
& D. Hurwitz., New England Journ. 
Med., 234, 291, 1946. 
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7 general practitioner sees the 
cancer patient first, in the vast ma- 
jority of cases. Therefore, he must be 
prepared to detect cancer in its various 
forms and advise the patient as to the 




























































at best types of treatment for the individ- 
d- ual case. The general practitioner may 
in § say, “I am no cancer specialist.” All 
gn § that is necessary for this all important 
er- § qualification is a little attention to de- 
en tails, all of which is a reminder of the 
re- — things one has learned in his busy life 
uil- | and may have forgotten. As yet, none 
np- § of the basic problems of cancer have 
on- § been solved. Cancer incidence and can- 
10n § cer mortality are definitely on the in- 
as- § crease, so the general practitioner must 
ays § do his part to reduce the mortality of 
stic B cancer. The cancer patient’s expectancy 
lost § of survival does not depend upon the 
ion. § cancer mortality rate, but upon the thor- 
oughness of his examining physician. A 
careful painstaking examination should 
recognize cancer in time, when cancer 
is curable by appropriate early treat- 
ment. In the patient under forty, think 
of cancer too. The real problem is that 
the signs and symptoms of early cancer 
are so few, and often so vague, that they 
will escape any except the most exact- 
1 ing investigation and the most thorough 
al in °*#™MInation. 
ell Skin and Lip 
Treat-§ Malignant lesions of the skin and lip 
til the are not too difficult to apprehend. 
al sa Alertness, awareness, and seizing every 
ration § straw of symptomatic significance may 
S, bu‘ spell the difference between early diag- 
eat pa nosis and missed diagnosis, between life 
rose] 22d death. The visibility, the warning 
Journ. @ ignal of precancerous lesions, the 





usually slow growth, the amenability to 
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treatment in the early stage—propitious 
features of skin cancer—are largely nul- 
lified by wrong diagnosis, neglected 
diagnosis, or misjudgment as to the 
malignant potentiality of the affection 
seen. Time—precious time—is then lost 
through inadequate or improper treat- 
ment. 

Inadequate treatment, indeed, in- 
volves even more than mere delay. 
When an apparently benign, circum- 
scribed skin lesion shows no response 
after two weeks of treatment, steps 
should be taken to insure an accurate 
diagnosis. The important step in such a 
case is biopsy (or removal of the en- 
tire lesion—Ed.) Senile keratosis is a 
harsh, circumscribed state of the skin 
which appears in old age. 

Senile keratosis represents a precan- 
cerous lesion. Threatened malignant 
change is indicated by an increased rate 
of growth. Basal cell carcinoma devel- 
ops from the deepest layer of the super- 
ficial epithelium, and retains the char- 
acter of these cells. Superficial epitheli- 
oma not infrequently develops in a 
patch of senile keratosis—on the face, 
in the ears, on the skin of the hands 
and on other exposed areas. The epi- 
thelioma may also originate from a se- 
borrheic keratosis. The consistency of 
the nodule is not diagnostic. A sign 
which should arouse suspicion of the 
cancerous character of this new growth 
is the presence of dilated blood vessels 
on the surface or at the periphery of 
the nodule. 

Deep epithelioma are far more dan- 
gerous than the superficial type. These 
nodules are imbedded within the skin 
layers, below the superficial layer, and 
are not elevated. Later, they form flat 
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plaques with irregular contours. Telan- 
giectatic blood vessels covering the sur- 
face give them a red appearance. 
Sooner or later, the affected area ul- 
cerates, rapid extension takes place, the 
lymphatic system becomes involved, 
and generalized metastases lead to a 
fatal termination. Melanoma should be 
regarded as a malignant tumor. Every 
pigmented nevus is potentially danger- 
ous. Trauma and irritation seem to be 
important factors in the transmutation 
of an apparently harmless mole into a 
malignant melanoma. One should re- 
member that a carcinoma may develop 
in a chronic ulcer, a scar or an x-ray 
burn. 

Cancer of the lip appears first as a 
small nodule, a keratotic patch, an in- 
significant looking fissure, or a tiny 
abrasion. Cancerous lesions of the lip 
do not respond to usual therapeutic 
measures. This observation alone—its 
refractoriness—should arouse suspicion. 
Biopsy should precede treatment of a 
suspicious lesion of the lip to clinch the 
diagnosis. 

Cancer of Tongue 

The early cancerous tumor of the 
tongue is either a firm wart-like, papil- 
lary lesion or a small slightly elevated 
lump. If the lesion ulcerates, pain is 
an early symptom. Cancer of the pos- 
terior portion of the tongue may exist 
for a long time before it produces 
alarming symptoms. Dysphagia is al- 
ways an alarming symptom. Metastases 
may occur early or late. Biopsy alone 
can establish the diagnosis in the early 
lesion. 

Parotid Cancer 

Virtually every death from cancer of 
the parotid gland is preventable. When- 
ever a small lump is noted in the pare- 
tid gland of a patient, an investigation 
should be made. The mixed salivary 
gland type of cancer is one of the most 
malignant of all cancers. A hard tumor 
is more than likely a mixed salivary tu- 
mor, potentially malignant. The softer 
the tumor the greater the malignancy; 


the softness is indicative of a predomi- 
nance of embryonic tissue. 


Cancer of Larnyx 

The incidence of laryngeal cancer is 
increasing. Any patient complaining of 
persistent and increasing hoarseness 
should have the benefit of a special ex- 
amination immediately with the thought 
of a possible malignant etiology in 
mind. 

Thyroid Cancer 

Thyroid cancer most often results 
from malignant degeneration of erst- 
while benign thyroid adenomas. They 
may remain benign for several decades 
before they show sudden increase in 
growth and hardness which suggest 
malignant degeneration. When this sud- 
den hypertrophy occurs, cancer must 
be differentiated from massive hemor- 
rhage into the adenoma—a frequent oc- 
currence. Differential diagnosis rests 
largely on two features: The develop. 
ment of hemorrhagic enlargement is the 
more rapid; also the tumor has a stony 
hardness in cancer. Thyroiditis is so 
rare that it plays an insignificant part 
in differential diagnosis. One should re- 
member the fact that cancer most often 
develops in a gland which previously 
has been known to be abnormal. 


Cancer of Lungs 

Carcinoma of the lungs ranks fourth 
as a cause of cancer deaths in the Unit- 
ed States. At first there may be a slight 
wheezing which persists even after con- 
siderable expectoration as long as the 
obstruction is incomplete. In general, 
the development of pulmonary cancer 
has the characteristics of a slowly de 
veloping and expanding infiltrative 
process, lacking in any special symptom 
except perhaps a continuous cough. 
Any patient with a persistent, chronic 
cough or with evidence of prolonged, 
nonresolving pneumonia, or even with 
persistent bronchitis, should be thor- 
oughly investigated for possible pul- 
monary cancer. Pain is most often due 
to pleural irritation from a tumor with 
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a peripheral site or one which has 
spread to the periphery. Sanguineous 
pleural exudate may or may not be 
caused by cancer, but it should cer- 
tainly arouse suspicion. 


Esophageal Carcinoma 


Early diagnosis of esophageal cancer 
is seldom made except by the alert phy- 
sician—one who takes a careful his- 
tory. Dysphagia coexisting with hoarse- 
ness is practically pathognomonic. The 
first evidence of dysphagia frequently is 
an acute and dramatic incidence con- 
nected with rapid eating of a solid food. 
Unfortunately for the patient he usually 
fails to consult a physician. Regurgita- 
tion of food occurs within a few min- 
utes after it is swallowed; if the vomit- 
ing takes place one or two hours after 
eating, it is from the stomach and vom- 
itus will show an acid reaction. Pain 
may be an early symptom—earlier even 
than dysphagia—but ordinarily it is la- 
ter. When heartburn is a persistent and 
prominent complaint, think of malig- 
nancy. 


Gastric Carcinoma 


Both the laity and the physician must 
realize that cancer is the most common 
organic disease of the stomach. Ap- 
proximately 20% of all patients who 
complain of digestive disturbance, who 
suffer from an organic lesion, have a 
cancer of the stomach. Therefore, we 
must be cancer-minded. Persistent dys- 
peptic discomfort in a patient more than 
thirty years of age should lead the phy- 
sician to suspect a malignant gastric le- 
sion until such a possibility has been 
completely eliminated. The physician 
should never wait for the usual symp- 
toms of cancer of the stomach to ap- 
pear, for the lesion may be silent until 
it is well advanced. The differential 
diagnosis between benign and malig- 
nant lesions of the stomach is not al- 
ways easy or accurate. A malignant 
gastric lesion may simulate benign ones 
and improve under medical treatment; 
therefore, repeated roentgenologic ex- 
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aminations must be made at regular in- 
tervals until one is convinced that a 
malignancy does or does not exist. 


Cancer of Colon 


The early diagnosis of cancer of the 
colon is best made by a continual re- 
membrance of its possibility. Symp- 
toms may begin at least five years be- 
fore actual signs are apparent. 

The first warning is likely to be a 
slight alteration of a previously normal 
bowel function, an irregularity of the 
bowel habit. In cancer of the cecum 
anemia is a constant symptom; it may 
be profound. Cancer of the distal colon, 
on the other hand, does not produce 
anemia of the same degree as that of 
the proximal colon. Approximately one- 
third of all cancers of the colon cause 
obstruction. Physical examination of 
the abdomen will detect a tumor in 
about one-third of the cases. When felt, 


. the surface of the tumor is nodular, the 


consistency hard, and the mass may or 
may not be freely movable. The value 
of routine rectal examination cannot 
be overestimated. 


Gall Bladder Carcinoma 


Primary cancer of the gall bladder 
is one of the most malignant forms of 
cancer. Early diagnosis—even though 
possible or if established by accident— 
is of little avail and, hence, too late. 
Prophylaxis seems to offer the best 
chance. Surgical removal of gall blad- 
ders known to harbor stones is advis- 
able; cancer occurs more frequently in 
the presence of cholelithiasis. 


Pancreatic Cancer 


Early recognition of pancreatic can- 
cer may offer formidable difficulties. 
The principal early complaint is epigas- 
tric pain which progresses in intensity 
as time passes. Inasmuch as this pain 
is frequently and erroneously attributed 
to the vertebral column or muscles of 
the back, the paradoxical relationship 
between it and body position is note- 
worthy. The pain increases on lying 
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down, and some measure of relief is 
gained by sitting up or, better still, by 
bending forward. There is no relation- 
ship between pancreatic pain and eating 
or defecation—a point of differentiat- 
ing it from pain of hepatic or gastro- 
intestinal origin. 


Splenic Malignancy 

Primary malignant lesions of the 
spleen are rare. The outstanding symp- 
toms are pain radiating to the abdomen 
or between the scapula, tenderness over 
the spleen, and the presence of a tumor. 
Secondary anemia frequently occurs 
early in the course of the disease. These 
tumors are highly malignant and metas- 
tasize rapidly. When cancer of the 
spleen is suspected, an immediate ex- 
ploratory laparotomy should be per- 
formed, as the only treatment which of- 
fers slight hope is early splenectomy. 


Breast Tumor 

The presence of a tumor in the breast 
calls for a very careful examination. In 
the early stage, cancer of the breast is 
usually a round, discrete nodule, pal- 
pable with the flat of the hand, situated 
in the glandular tissue of the organ. It 
is freely movable with the breast tissue. 
One of the earliest signs of such a tu- 
mor is a shortening of the fibrous tra- 
beculae, producing a pitting or retrac- 
tion of the skin over its site. The true 
nature of every doubtful breast tumor 
must be revealed by exploration. 


Vulva Tumors 

Vulva tumors are among the most 
neglected of tumors. Cancer of the vul- 
va is not commonly diagnosed early— 
and it is by no means rare—but for- 
tunately it is slow growing and not 
highly malignant. Papules, vesicles or 
warts in or between the labia may be 
the first evidence of cancer. Pruritis 
vulvae calls for a careful examination. 


Cancer of Vagina 
Vaginal cancer may be primary or a 
metastatic extension from cancer in an 
adjacent organ. Bleeding and leukor- 


254 


rhea are two of the prominent earlier 
symptoms of vaginal cancer. 


Uterine Cancer 


The significance of bleeding as an 
early sign of uterine cancer cannot he 
over-emphasized. Abnormal bleeding 
before the menopause is indicative of 
cancer in only a small percentage of 
cases, but intermenstrual bleeding may 
be due to malignant neoplastic growth, 
Irregular bleeding, during and after the 
menopause, indicates cancer more often 
than not. 


Cancer of Cervix 


The diagnosis of cervical cancer is 
not difficult to make because the cervix 
is readily seen through a speculum, and 
biopsy is easily done in the early stage. 
In about one-third of all cervical cancer 
patients, abnormal bleeding is a late 
symptom, and there is no leukorrhea. 
Inspection of the cervix may reveal a 
small eroded spot, perhaps a result of 
local irritation from an unhealed child- 
birth laceration or a cervicitis. 


Cancer of Ovary 


In women who have reached the 
menopause, more than half of all ovar- 
ian new growths are cancerous. Unfor- 
tunately, there are no symptoms in the 
incipient stage of cancer of the ovary. 
Backache, pain in the region of the 
growth, menstrual abnormality, loss of 
weight, cachexia, and hypochromic 
anemia should lead one to suspect 
ovarian cancer. 


Brain Tumor 


Unfortunately, as perhaps is to be 
expected—the early diagnosis of brain 
tumor is still all too rare an occurrence. 
A general practitioner first sees the pa- 
tient, so it is he who must primarily 
suspect the possibility of a brain tu- 
mor. He, in turn, should have the aid 
of a neurologic specialist to determine 
its nature and to classify the tumor. 
There are a few outstanding symptoms 
which should immediately arouse sus- 
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picion of brain tumor; in infancy— 
enlargement of the head; in children 
—vomiting without apparent cause; in 
adults—repeated cerebral insults, recur- 
rent headaches, vomiting of the inter- 
mittent type, epileptic seizures, giddi- 
ness, paresis of the 6th cranial nerve, 
and mental deterioration and personal- 
ity changes. 


Spinal Cord Tumors 


Cord tumors, like brain tumors, are 
not simple to diagnose, localize or dif- 
ferentiate. When there is any reason 
to suspect a cord tumor, the patient 
should have the benefit of a neurologic 
consultation in order to obtain a cor- 
rect diagnosis and to institute adequate 
treatment. 


Cancer of Penis 


Cancer of the glans penis affords an 
excellent example of the carcinogenetic 
properties of chronic irritation. It is 
almost always associated with phimo- 
sis, and virtually never found in the 
circumcised. Not only does phimosis 
promote penile cancer, but it also con- 
ceals the early lesion when it is still in 
the stage of painless vegetation of a 
small erosion or ulcer. The indurated 
area of the ulcer may be confused with 
a luetic ulcer, tuberculous ulcer, a 
simple wart or a chancroid. When 
there is the slightest doubt, a biopsy 
should be performed. Carcinoma of the 
penis is usually located on the gland 
or the coronal sulcus. The superficial in- 
guinal lymph nodes may show hyper- 
plasia at an early state. A lesion on one 
side of the penis may produce metas- 
tasis in the inguinal lymph nodes of the 
opposite side. 


Tumors of Testicle 


Testicular tumors are not common, 
but most of those encountered are can- 
cerous. Painless enlargement of one 
testis is usually the first manifestation. 
Pain and tenderness are less frequent 
early symptoms, but a dragging sensa- 
tion is often experienced. 
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Prostatic Cancer 


Cancer of the prostate is usually far 
advanced before a symptom becomes so 
distinct or distressing that they arrest 
the attention of the patient or his phy- 
sician. Early prostatic cancer is discov- 
erable only as an incidental finding in 
routine rectal examination of males be- 
yond the age of 44 years. This re- 
emphasizes the great importance of 
never neglecting to explore the rectum 
in routine examinations of middle-aged 
or elderly men. 


Bladder Cancer 


Hematuria is the most significant and 
early encountered symptom of cancer 
of the bladder. In a considerable num- 
ber of patients, hematuria indicates 
cancer in some part of the urinary 
tract; about one-half of the time, mi- 
croscopic bleeding is due to a bladder 
tumor. Frequency of micturition and 
painful urination are later symptoms 
than hematuria. 


Renal Carcinoma 


In cancer of the kidney, a leading 
symptom, whose importance cannot be 
over-emphasized, is painless hematuria. 
Therefore, painless hematuria should 
lead to immediate investigation of the 
cause. Cystoscopy should be performed 
before the bleeding has stopped. Col- 
icky pain may occur during menaturia, 
secondary to obstruction by blood clots. 
In about one-third of the patients, there 
is a constant painful sensation, dull or 


. burning in character, referred to the 


loin. This is an early symptom and may 
be the only one during the early stage. 
The presence of a large palpable mass, 
usually indicates a late stage of the tu- 
mor. Continuous, mild fever of unex- 
plained origin should arouse suspicion 
of a malignant renal tumor. 


Bone Cancer 


Early diagnosis of primary bone can- 
cer is not a simple matter. These tumors 
occur but rarely and are even more 
rarely recognized in their incipiency. 
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Correct early diagnosis, when accom- 
plished, most often results from collab- 
oration between the clinician, surgeon, 


roentgenologist and pathologist. Always 
remember that the duration of cancer 
determines the prognosis. 


Diagnostic Error 


The surgeon was summoned 50 miles 
to see a patient complaining of upper 
abdominal pain. The patient, a young 
man of 24, was unable to give an intelli- 
gent history concerning the onset of the 
pain or its characteristics. 


On examination, the temperature was 
100.6° F., the pulse 106 and respira- 
tions 30. The chest was negative to 
clinical and x-ray examination. The 
right upper quadrant of the abdomen 
was very rigid and slightly tender. The 
white blood count was 14,000; urine 
examination revealed no pathologic 
findings. 

In contrast to the pain of perforated 
peptic ulcer with free air in the peri- 
toneal cavity, the patient’s pain was 
somewhat relieved by sitting or standing 
and was increased on lying down. No 
free air was demonstrable under the 
diaphragm, by use of the x-ray. 

Exploration revealed a normal gall- 
bladder, stomach transverse colon and 
right kidney: A non-inflamed, retrocecal 
appendix was removed. 

Reason for Error 


The patient suffered from a moderate 


fever and pain for 5 days, with a clini- 
cal case of diaphragmatic pleurisy, and 
gradually improved. 


Unnecessary surgical intervention 
could have been avoided by (1) ob- 
serving that very little tenderness was 
associated with the rigidity and (2) 
the pain relief on sitting up should have 
aroused suspicion of a low chest or dia- 
phragmatic lesion.—M.D., Iowa. 


Normal gallbladder, stomach and 
duodenum. Non-inflamed, retro- 


cecal appendix removed. 


Cancer Cells in Diagnostic Gastric Aspiration 


The recovery and identification of 
malignant cells in the gastric content 
may be a step in the early recognition 
of gastric carcinoma. Aspirated gastric 
fluid is centrifuged, smeared and fixed 
and examined microscopically. Eugenol 
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in water passed through the stomach 
tube irritates the gastric mucosa by 
dissolving the mucus coating and rela- 
tively large numbers of gastric cells are 
shed by this irrigation. The method holds 
promise ‘experimentally and clinically. 
—C. D. MarpLe, M.D. 
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Sexual Maladjustments 


The Importance of the Normal 


_ first essential requirement for 
any physician who desires to un- 
dertake the study and treatment of sex- 
ual maladjustment is to have a knowl- 
edge of what is normal in the field of 
sexual physiology and _ psychology. 
Without adequate understanding of 
what is normal and of the limits of 
normal variation; the physician will be 
at a loss to discuss the sexual problem 
adequately with his patients. He will. 
furthermore, lack that objectivity of 
approach which is an essential prelim- 
inary towards gaining the confidence oi 
his patients. A proper understanding of 
the limits of normal variation is as im- 
portant in childhood as it is in adult 
life. 


In Childhood 


The physician must know what is the 
usual rate and variation of sexual ma- 
turation at various ages and what are 
the normal problems which the grow- 
ing child encounters. He must possess a 
good understanding of the frequency 
and relative normality of masturbation 
in childhood and adolescence and of 
the occurrence of minor degrees of sex- 
ual perversion in the course of develop- 
ment. 


In Adult Life 


He must have a clear understanding 
of the normal sexual problems of the 
adult male and female and particularly 
of the problems which they are likely 
to encounter in the earlier stages of 
married life. He must be in a position 
to give advice concerning the technique 
of normal sexual intercourse and con- 
cerning the difficulties which are likely 
to arise and he must be able to give ad- 
Viee concerning the limits and disad- 
vantages of the usual methods of con- 
traception. Armed with this knowledge 
of the normal, the physician is at once 
in a position to appreciate what varia- 
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tions are to be regarded as of pathologi- 
cal significance, what variations can be 
dealt with by simple discussion and reas- 
surance and what variations require im- 
mediate expert attention. 


The Study of Sexwal Maladjustments 

Sexual maladjustment must never be 
regarded as a clinical entity which can 
be studied in isolation. It is invariably 
part of a wider pattern of difficulty 
within the personality. Broadly speak- 
ing sexual maladjustments may be di- 
vided into three categories. 


A. Those in which there is some 
structural or functional disorder of 
the reproductive system itself, or of the 
glands of internal secretion associated 
with it. 

B. Those in which the sexual malad- 
justment is secondary and incidental to 
some physical or mental disease. 


C. Those in which the sexual malad- 
justment lies at the heart of the pa- 
tient’s problem and is the main cause of 
his or her symptoms physical or mental. 

To consider these three groups in 
order: 

A. Not much need be said in this 
ease concerning anatomical abnormali- 
ties of the reproductive organs except 
that an examination of the genital or- 
gans is very often omitted in clinical 
practice with occasionally serious re- 
sults. Lack of sexual potency and libido 
may result from failure of the internal 
secretion of the reproductive glands and 
may in some cases be a source of very 
considerable distress to patients. Such 
failure may in fact easily be regarded 
as the equivalent of lack of manliness 
or of normal femininity and may have 
repercussions in other spheres of the 
patient’s daily activity. Concerning 
other effects of alterations in the inter- 
nal secretion of the glands of reproduc- 
tion upon the patient’s mental health 
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much has been written, particularly in 
connection with the menopause in the 
female. On the whole, however, the 
treatment of psychological disturbances 
by injection of sex hormones has proved 
a disappointing business. In cases where 
there is clear evidence of insufficiency 
of sex hormones, as shown by physical 
changes resulting therefrom, the injec- 
tion of the appropriate hormone may 
have beneficial results. Although much 
less has been written about it, the bene- 
fit in the psychological sphere is seen 
more clearly in the male than in the 
female. 


Certain male patients develop fatigue, 
irritability and even obsessional symp- 
toms in association with clinical evi- 
dence of deficiency of male hormone 
and the symptoms may disappear with 
remarkable speed when the appropriate 
therapy is instituted. Increase of sexual 
potency and libido is seen in certain 
eases due to over-activity of the sexual 
glands, but this is far less common than 
is often supposed and most cases of ex- 
cessive sexual urge are in fact psycho- 
neurotic and not due to changes in the 
internal secretions. 


B. Loss of sexual libido occurs in a 
large number of physical and mental 
conditions and is then clearly a symp- 
tom secondary to the main illness and 
one which will clear up when the main 
illness is successfully treated. Almost 
any severe illness may produce tem- 
porary loss of sexual potency and any 
state of severe depression will have the 
same effect. Loss of potency in the de- 
pressive phase of the manic depressive 
psychosis may be particularly impor- 
tant, and it may be a symptom very dis- 
tressing to the patient, since it may be 
linked with the idea that the patient 
can no longer love his married partner 
as was formerly the case. This latter 
idea is, of course, typical of the feeling 
which the depressed patient so often 
gets. It is of the utmost importance to 
recognize this loss of sexual feeling 
when it occurs as part of a depressive 
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illness since it is a temporary manifes. 
tation of the state of depression which 
will disappear when the depression lifts 
and requires no specific treatment, other 
than reassurance. In passing, it should 
be said that it is a great mistake to as. 
sume that in all neurosis in which there 
is evidence of sexual difficulty the sex. 
ual problem is necessarily at the root 
of the neurosis. It is quite obvious that 
an unhappy maladjusted individual will 
almost certainly reflect his maladjust. 
ment in the sexual sphere and it is some. 
times as important not to over-value the 
role of sexual difficulty as it is not to 
under-value it. 


C. The third group consists of thos 
cases in which the sexual maladjustment 
plays a central part in the patient's 
problems and difficulties. This does not 
mean, of course, that the sexual prob- 
lem can be considered in isolation from 
the rest of the problems of the individ: 
ual but simply that in these cases it oc 
cupies a role so important as to require 
psychiatric treatment. The difficulty 
may range all the way from faulty hab- 
its, faulty ideas, and faulty expectations 
about sex to complex unconscious ser- 
ual difficulties, depending upon earl 
relationships with the parent of thr 
same or the opposite sex. It is im 
possible to discuss this large and hetero: 
geneous series of cases at all adequately, 
but from the point of view of the prac 
titioner they may be roughly divided 
into two categories: 

1. Those in which the sexual difficul: 
ty is of a comparatively simple kind 
which may be dealt with by simple dis 
cussion and reassurance, and 


2. Those in which the sexual difficu! 
ty is part of a much more complex dis 
order requiring expert psychiatric help. 


Many, perhaps the majority, of th 
cases in group one can be dealt wit! 
quite successfully by the medical prac 
titioner without requiring the help of 
the psychiatrist, provided the pr 
tioner has the above mentioned know! 
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edge of what is normal and a fair in- 
sight into the average types of difficul- 
ty which his patients are likely to ex- 
perience. If on examination he finds 
that the difficulty complained of has 
developed in the not too distant past, 
preferably in association with some con- 
crete situation and if he feels from his 
knowledge of the patient’s personality 
that the difficulty is not too much 
bound up with complex neurotic traits 
within the patient, then the practitioner 
is justified in trying to utilize his knowl- 
edge and understanding of sexual mat- 


ters to affect the necessary cure. The 
great mass of sexual problems based on 
ignorance and misunderstanding will 
respond very satisfactorily to explana- 
tion and persuasion. If, however, the 
case appears to fall into the second 
group, those in which the patient’s sex- 
ual difficulties are of long duration, very 
much bound up with other neurotic per- 
sonality difficulties and not occurring 
as an apparently simple reaction to a 
concrete situation, the probability is 
that expert help of the psychiatrist will 
be needed to unravel the knot. 


DISCUSSION 
Mario A, CastaLio, M.D., Gynecologist 
Philadelphia, Pa. 


RECEIVED your letter concerning 

the editorial on sex deficiency and 
I quite agree with most of the state- 
ments. That the physician should know 
about the sexual manners of his patients, 
reveals itself in gynecological practice 
very frequently. Stress that should be 
placed upon this aspect is only in pro- 
portion to other situations which are 
found during the preliminary history 
taking. 


The part that sexual adjustments play 


in daily life and medical practice de- 
pends entirely upon the individual it- 
self or herself and is directly propor- 
tionate to the amount of outside inter- 
ests and the age of the patient. 


I have always claimed in lectures to 
my students that a vaginal examination 
should not be painful; if it is painful, 
it is the fault of the examining doctor 
and not the patient. Common sense and 
the use of certain anatomical facts are 
enough to take a vaginal examination 
painless and harmless. 


DISCUSSION 


\ inner is no phase in the field of 


medicine more important than the 
§ consideration of the sex response of the 


indy patient. Likewise there is none quite so 


dangerous to the physician’s well being 
and reputation. 
All of us have different appetities in 


ical regard to food and sex. Both must be 


satisfied. One in 500 marriages have re- 
J ciprocal love. In most homes the two 
mates live together because of the chil- 
dren, a meal ticket, custom, or a re- 
ligious compulsion. The physician 
Bchould skilfully ascertain these facts. 
Much caution is needed, women will 
talk but with much evasion and reluc- 
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tance and lying. Short cuts may be 
taken but with caution. 

The doctor should point out the ef- 
fect of sexual maladjustment in the pa- 
tient and offer all suggestions possible. 

What can the doctor do? Yes, what 
can he do when a woman does not love 
her man? How can shots help her? 
Sedatives? A phychiatrist? A preacher? 
A vocation? The only answer I have is 
talk, psychotherapy (but I pass the 
buck) (throw it back in their face). 
Yes, hard work helps, but they need a 
divorce and I can’t tell them too. If you 
know the answer let me know.—GorRDON 
G. Atuison, M.D., Atlanta, Ga. 
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Diagnosis of Uterine Cancer 


The instrumental palpation of necrot- 
ic tissue or the curettage of abundant 
pultaceous material is almost. pathog- 
nomonic of uterine cancer, if pregnancy 
can be excluded. 

Cancer of the endocervix may re- 
main hidden in the cervical canal. Ar- 
thur H. Curtis (Fig. 1.) suggests that 
the anterior wall of the cervix be bi- 
sected, after slight upward displace- 
ment of the bladder, so that the entire 
cervical canal can be inspected. 

[One may pass a uterine sound into 
the cervical canal, during the course of 
a routine pelvic examination of a wom- 


an who has inexplicable bleeding {rom 
the uterus, to detect any abnormally 
bleeding tissue.—-Ed. | 


Suspension Bandage for Penis 


After circumcision and other opera- 
tions on the penis, a simple bandage 
permitting suspension, avoiding edema 
and distress from erections, has been de- 


End of band 
> ed 


Ss lit in halt 
Pn left 


Fig. 1. A two inch gauze 


left long. * 
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ae is 
wrapped around the penis from tip to base. 
The end of the bandage is split in two and 


vised by Egmont J. Orbach, M.D., of 
New Britain, Connecticut. Clinical Medi- 
cine original illustrations were made 
from the author’s suggestions. 


Gidns 
enis 

Zends of band age left 
long 


Fig. 2. A knot is tied in the 2 
on the exposed surface, 
long. 


long ends, 
and the ends left 
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m 
ly 
~ 
\i// 2"? Knot 
i W<— !Oc™. from 
drterior 
Fig. 3. The long ends are laid on the penis border 
and parallel to its shaft, then fastened in place H b d 
with adhesive tape. an age 
of Fig. 4. A second knot is made 10 cm. from 
rdi- the anterior border of bandage. 
ade 
nds. 
left 





Fig. 5. The penis is suspended by means of the second knot, from a gauze 
bandage or belt, around the body at the lower level of the iliac crests. 
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Shortness of Breath 


Shortness of breath, if due to heart or hyperventilation remains unchanged 
disease, becomes more and more over a period of years. 
marked with the passage of months or Neurocirculatory Asthenia 


years. Shortness of breath due to Cardiac symptoms without signs: 
obesity, to neucrocirculatory asthenia Fig. 1. Shortness of breath (dyspnea) 





it , 
Shortness of breath on exertion;unchanged 
over o period of years. 


Fig. 1 
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Palpitation 





Fig. 2 
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Normal size 


Fig. 4 


on exertion unchanged over a period of 
years, Fig. 2. palpitation and Fig. 3. 
precordial pain (not substernal pain) 
are often symptoms of neurocirculatory 
asthenia. In such cases, the heart is of 
normal size, (Fig. 4) with the right bor- 
der under the sternum and the left bor- 
der inside the midclavicular line. No ab- 
normal murmurs (diastolic, presystolic 
or loud systolic murmurs) are heard, 
Fig. 5. Thrills cannot be felt. Blood 


pressure is low or in normal range. 


Hyperventilation 
Inability to take a deep breath: The 














No abnormal murmurs 


Fig. 5 


patient states that he cannot take a deep 
breath, regardless of exercise or rest. 
(The true cardiac patient is always re- 
lieved by rest). Fig. 6. On closer in- 
quiry, it will be noted that the patient 
is yawning or sighing (Fig. 7) and this 
is the symptom that he interprets as an 
inability to get his breath. Fig. 8 indi- 
cates the numbness and tingling of the 
hands. The above group of symptoms 
make one suspect hyperventilation. 
Some persons take deep or frequent 
breaths when excited, thus causing a 
sensation of dyspnea and numbness of 
fingers and tongue. 








va 





| 
Inabi lit 







Pe ° Se 
take a deép breath rot youre Numbness and tingling 
Fig. 6 Fig. 7 Fig. 8 
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Suggestions Regarding the Taking 
of Biopsy Specimens 


Technic Suggested by Pathology Department, 
University Hospitals, lowa City, lowa 


INCE most of these consultations will 
concern malignancy or the clinical 
suspicion of it, these remarks will be 
made with neoplasms particularly in 
mind. Other processes will not differ 
greatly in their special applications. 
The Site Selected for Biopsy 

Pieces of tumor masses to be removed 
should lie at the point of greatest ac- 
tivity of the lesion, limited, of course, 
by the practical consideration of ac- 
cessibility. The advancing margin of a 
tumor, where it joins normal tissue, is 
ordinarily the site to be selected. In 
large tumors the older portions often 
become necrotic, and tissue is unsatis- 
factory for histological examination. 
Further, the stage of differentiation is 
likely to be less advanced at the margin. 
One is less likely to be misled by a 
relatively slow growing portion of a 
more malignant lesion if the worst ap- 
pearing area is selected for examina- 
tion. 

Small lesions, particularly in the skin, 
can often be excised in toto; with sur- 
rounding margins of normal tissue. Ex- 
amination of lymph nodes is often im- 
portant. Inguinal nodes are often af- 
fected by chronic inflammation in the 
areas which they drain, and, for that 
reason, they are often less satisfactory 
than nodes from other sites. 

Curetted endometrial tissue should be 
separated from gross blood before fix- 
ation, if possible. 


Method of Fixation 
Any fresh tissue should, of course, 
be fixed as soon as possible after re- 
moval, because changes in the ability 
of the tissue to bind certain stains set 
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in rather quickly. Much histologic de. 
tail is lost in autolyzed tissue. 

Alcohol and embalming fluid ar 
rather poor fixatives for tissues to be 
stained for histological examination. 
The most satisfactory fixing fluid for 
routine use is 10% formalin. Commer. 
cial formalin as ordinarily supplied, 
contains formaldehyde gas dissolved in 
water to a strength of 40%. This fluid 
is diluted with 9 parts of water, and the 
resulting solution, 10% formalin (ac- 
tually 4% formaldehyde) is used for fix. 
ing fresh tissue. 

Rarely, fixing fluids containing potas- 
sium dichromate must be used if spe- 
cific cytoplasmic granules in certain tu- 
mors are to be identified. Chromophilic 
adenomata of the pituitary and certain 
tumors of the adrenal fall into thi: 
class. Because of time limitations in fix- 
ation and in washing, and in making 
up these solutions at the time of use, 
special instructions should be obtained 
from the pathologist when the occasion 
arises. 

The volume of fixing fluid should be 
about 10 times that of the tissue to be 
fixed. Because of rather slow diffusion 
rates of the fluid into the tissue, biopsy 
specimens should never be more than 
about 5 mm. in their shortest diameter. 
If large blocks of tissue are to be fixed 
parallel slices should be made acros: 
one surface to a point about 5 mm 
from the opposite surface (so that the BR 
slices fit together like the leaves of a 
book). In this way, all of the tissue is 


promptly fixed and the topography of am 


the lesion is not disturbed. Hollow or- 
gans or large cysts should be opened 
and evacuated before fixation. 
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for biopsy 
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Incision for 
removal 


Fig. 1. 


Biopsy site should be at point of greatest activity of lesion, e.g. advancing margin 
{a tumor where it joins normal tissue. 


Fig. 2. Excise small lesions completely with surrounding margin of normal tissue. 


Fig. 3. Removal of lymph nodes. Inguinal nodes are less satisfactory because they are 
ten affected by chronic inflammation in the area they drain. 


Fig. 4. Separate endometrial tissue from blood before fixing. 


Fig. 5. Make up a fixing solution of commercial formalin, 1 part formalin and tap water 
§ parts, and label 10 percent formalin solution. 


Fig. 6. Place 10 times as much formalin as volume of specimen in bottle. 


Fig. 7. Open and evacuate large cysts or hollow organs before fixing; solid masses 
hould be sliced, in 5 mm. slices, almost completely through, in “book” fashion, to permit 
uid to penetrate. 

Fig. 8. Send specimen to pathologist in bottle of fluid, packed in absorbent material, 


h as cotton; or fix for 24 hours in formalin, pack in formalin soaked cotton, wrap in wax 
paper and mail. 
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Mailing of Specimens 

Specimens to be delivered to the 
pathologist without going through the 
mails are left in the bottles in which 
they were fixed. The bottle should be 
tightly stoppered, however, to prevent 
evaporation of the fluid should a delay 
occur. To conform to Postal Regula- 
tions specimens to be mailed must be 
packed with a sufficient amount of ab- 
sorbent material to take up all the 
fluid should breakage occur. If it is 
not desirable to mail them in a bottle of 
fluid, the tissue may be removed from 
the fixative after 24 hours and packed 
in cotton which has been saturated with 
formalin. This should be wrapped in 
non-permeable paper (waxed paper), 
packaged, and mailed. 


Clinical Data 


One last statement should be made 
concerning the information to be sub- 
mitted with the specimen. A consulta- 
tion is rarely a completely workable 
arrangement unless each consultant 
knows what the other is thinking about 
the case. I should like to make the 
strongest possible plea for clinical in- 
formation to be supplied to the patholo- 


Indigestion from 


To the Editor: 

As regarding your question as to how 
the average physician can be on the 
alert for such cases, as we state in our 
article, the diagnosis can be made 
usually on the basis of the history alone. 
Most of these patients, if closely ques- 
tioned, will give a history of having 
difficulty in digesting fatty or fried foods. 
This should provide a clue as to the 
possibility of it being due to fat intoler- 
ance. Very often too, there will be a 
history of a patient being told she has 
had some gallbladder trouble because of 
her difficulty to tolerate fats. Unfor- 


266 


gist. The specific data for all diff 
types of cases need not be stated he 
The clinician must tell the patholog; 
what the relevant facts are in each cas 
if he wishes to receive the best ju 
ment and opinion from the latter. 
lack of information is probably 
greatest single factor in producing th 
guarded and noncommittal statement 
for which pathologists are sometime 
censured. Your opinions and the qu 
tions which the case has brought y 
in your mind are of the utmost impor 
tance to the pathologist in arriving at 
diagnosis of the condition in your p 
tient. Tissue diagnosis, like clinic 
diagnosis, is not an exact science whid 
can be turned over to a technician t@ 
be handled like a blood count or pu 
smear. Professional judgment and i 
terpretation are required. It is essentis 
that both consultants give freely of thé: 
information and opinions. 

If such a spirit prevails, the clinicia 
can expect the pathologist’s diagnosi 


to be as accurate as possible, and supfpai 


plemented with any additional opinion 
and suggestions he may have. Rarely 
then, will it be necessary for him t 
take refuge in obscure terminology « 
noncommittal language. 


Fat and Sugar 


tunately, there is no laboratory methd 
by which we can confirm our clinic 
impressions. 

The diagnosis of sugar intolerance } 
a little more difficult. However, a histo 
of excessive intestinal gas and an ati 
type of diarrhea would be indicative } 
a possibility of intolerance toward sugars 
Complete elimination should be followe 
by improvement in symptoms. After it 
reintroduction, any type of sugar sho 
again bring on similar symptoms. He 
too, we are likewise hampered by th 
lack of any laboratory method to dete 
mine this type of intolerance.—Lo 
Turt, M.D., Philadelphia, Pa. 
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Clinicopathologic Conference (Case 6)* 


DISCUSSION of clinical and patho- 
logic findings should have as its 
‘Mprimary motive the improvement in 
aly diagnosis so that the disease may 
recognized in its early, curable stage. 
Refleciions on moribund or obviously 


imaying patients tend to deflect from the 


,gprimary purposes of a physician, which 
the prevention of such states when- 
ver possible. 


In the case at hand, there was a pe- 
riod of some months during which the 
sease was curable. His symptoms were 
only 1. nausea after every meal, 2. pain 
in left lumbar area and 3. “bronchitis.” 


Case History: Curable Stage 
(Fig. 1) 
A European male, 65 years of age, 
as perfectly well until 8 months before 
admission when he had a “breakdown” 
ecause of constant, dull, left lumbar 
pain, loss of appetite, nausea after every 


*Condensed from material published in 
linical Proceedings of Cape Town Medical 
Association, 5: 168, June 1946, and illustrated 
by T. Lozier of Clinical Medicine. 


meal and vomiting after some attacks 
of coughing. 


Incurable Stage (Fig. 2) 


Four months before admission, he 
thought that something had slipped in- 
side his abdomen and marked sweating 
was noted. Following this episode, a 
persistent cough appeared with produc- 
tion of large amounts of dark brown, 
foul-smelling sputum; later the sputum 
became red and then prune juice color. 
He lost 35 pounds in weight. There was 
no dyspnea, edema of feet or urinary 
symptoms. Weakness was complained 
of. Hematemesis occurred a few days 
before admission, followed by tarry 
stools. 

Examination 


An emaciated elderly male with these 
findings: Foul breath, pulse 90, temper- 
ature 98.0° F, respirations 22; slight 
abdominal tenderness in left upper 
quadrant and left lumbar region, no 
masses, rectal examination negative; 
dullness with increased vocal fremitus 
and resonance at left chest base (Fig. 3 
indicates the findings at the right base) 


Bronchitis-- 


Nausea--~~ 
after 
every meal 


Left --- > i 
Lumbar 
& 


Back 
Pain 


Fig. 1. Symptoms (Curable Stage) 
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Severe cou 

large amount of 
dark, brown, foul 
smelling mucug 


(Incurable Stage) 


Slight left 
Upper Quadrant 
tenderness 
Fig. 3. Findings on Admission 


4 


-- 
eebs 


- 


| 


Sudden twitching 
left arm and left 
Side of face;aphagia. 


Fig. 4. Course 
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,d persistent crepitant rales: heart 
gative, blood pressure 117/70; nor- 
central nervous system. 
Laboratory examination: Staphyl- 
socci were found in sputum but not 
bercie bacilli, urine contained no su- 
, one plus albumin, two plus white 
ood cells and three plus red blood 
ls with hyaline and granular casts; 
«| blood count 3,000,000; hemoglobin 
p percent; white blood cells 16,000 
ith 80 percent polymorphonuclears; 
ult blood present in stools; gastric 
ee hydrochloric acid 26 units and total 
idity 46 units; negative Wassermann 
action. 


Course 


Fever appeared, which ranged from 
95 to 102° F; the pulse varied from 
to 110 and respirations were 24. 
witching of the face and arms ap- 
ared after a few days, especially 
arked on the left side. He could not 
beak but could understand what was 
id to him, despite his drowsiness. 
hen the twitching affected only the left 
de of his face and his left arm was 
tak. Coma gradually appeared, fol- 
pwed by death. 


Discussion 

Dr. J. Lichtman: Did the lesion start 
hove or below the diaphragm? His ill- 
s started with pain in the left lumbar 

gion but he also had bronchitis which 
wy have been irrelevant. At the time 
lat he felt something slip in his ab- 
men, there is the suggestion that the 
ion came from below the diaphragm 
to the lung. The fact that the sputum 
as # foul smelling from its onset also 
a subphrenic abscess 


Where is the initial focus of the dis- 
nse? The nausea after meals, as a very 
utly symptom, favors the stomach. The 
rinary examination suggests a kidney 
sion probably by extension from the 
omach. In a man of 65 without pre- 
tding gastric trouble, the most likely 
sion is carcinoma. His symptoms were 
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non-obstructive over an 8 month period, 
which would indicate a lesion of the 
fundus or body of the stomach. The fun- 
dus is more likely in view of the mini- 
mal physical findings, because it is in- 
side the rib margin. Extension of a 
fundal carcinoma has occurred with 
subacute performation, there being a 
localized abscess walled off by earlier 
adhesions (such as occurs in carci- 
noma of any hollow muscular organ). 
Necropsy 

Large, ulcerating carcinoma of fun- 
dus of stomach which had burrowed 
through the diaphragm into the left 
lower lobe of the lung, resulting in a 
large abscess and gangrene of the lung. 
Three abscesses were present in the 
brain, the largest being in the right 
parietal lobe (11% inches in diameter), 
and smaller abscesses being found in 
the right frontal and left occipital lobe. 
The kidneys were normal. 

Dr. M. Horwitz: The cause of the 
urinary findings were pre-renal uremia 
produced by the massive gastric hem- 
orrhage. 


4 


4--Left lower lobe 
lung akecess and 
gangrene 


~U lcerating 
carcinoma 
of fundus 
ofsatomach 


Three brain abscesses 
R- Occipatal 
L - Parietal 
R- Frental 


Fig. 5. Necropsy Findings 
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EDITORIALS 


Physicians Must Take Action Against 
Antivivisection 


By Tuomas J. BLaKELy*, Chicago, Illinois 


T is hard for a sane citizen to realize 
that in the middle of the twentieth 
century vital medical research should 
be under attack by organized pressure 
groups and by an influential portion of 
the American press. Yet, even as you 
read this article, so-called antivivisec- 
tion groups are forcefully agitating to 
outlaw animal experimentation. 


In New York, Governor Dewey has 
signed two pieces of legislation which 
have been hailed as victories by the 
antivivisection forces. In Congress, 
hearings are being held on the Lemke 
bill, which would make it a criminal 
offense to use dogs for medical research 
or teaching in the District of Columbia. 
Other bills are being pushed by anti- 
vivisectionists in California, Wisconsin, 
Massachusetts, and Pennsylvania—and 
the end is not yet in sight. 


Members of the medical profession 
must realistically look forward to the 
fact that they will have to oppose anti- 
vivisection drives for some time to 
come. A recent legacy carries with it 
the provision that antivivisection bills 
must be introduced at every session of 
every state legislature for the next 
twenty-five years if the bequest is to 
be carried through. Meanwhile, the 
Hearst press continues its irrational sup- 
port of this irrational movement. An 
all-out campaign is being made to stop 
animal experimentation or so hinder 
the experimental scientist and the 
teacher as to make research and train- 
ing all but impossible. 


*Assistant Secretary, National Society for 
Medical Research. 
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Common sense and realization of hispiati 
professional responsibilities make ; 
clear to the physician that he must dion. 
all in his power to halt the spread o 
antivivisection misinformation. It is his 
duty, as specified in the Principles off" 
Medical Ethics of the American Medi 
cal Association to “give advice con 
cerning the public health of the com 
munity. They (physicians) should bearg’"é 
their full part in enforcing its laws 
and sustaining the institutions that ad. 
vance the interests of humanity.” 

There are several things that the 
physician can do to protect medical, 
research and the public health from the 
dangerous actions of the antivivisection, 
groups. 

First, he can exercise his right as a 
citizen to express his views to his 
elected representatives—by letter, pos 
card, phone call, petition, or direct con- 
versation—whenever antivivisection leg- 
islation is being considered. Secondly, 
he can, whenever the opportunity pre- 
sents itself, tell his patients the cor 
rect story about the benefits and neces 
sity of animal experimentation in medi: 
cal research. No other person or groups 
can so quickly or effectively convince 
the same mortal of the necessity of prof} 
tecting himself and his children from§ | 
the antimedical attacks of the anti# 
vivisectionists. 

While the efficacy of the physician’ 
aid is tremendous, it is, of course, lim- 
ited by the simple fact that he can reach 
only a fairly small number of people. 
The suppression of the antivivisection 
delusion calls for public education on 
a national scale. 
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SMiherapy and diagnosis depend 


EDITORIAL 


For this reason, the Assocation of 
merican Medical Colleges last year 
xmed the National Society for Medi- 
ul Research. The Society now has 55 
ntributing and supporting member 
ganizations and is working with medi- 


il societies, research institutions, 
amed societies, public welfare groups, 
d media for public education, in or- 

ler to develop a greater public appre- 

i@iation for the necessity and the ac- 

iffomplishments of animal experimenta- 
on. 


Physicians are invited to avail them- 
Relves of the services of the Society and 
‘Mo aid in the important program of pub- 
ic education which the National So- 
iety for Medical Research is conduct- 
g. Reprints of articles bearing on 


ll as original pamphlets, are now 
vailable for distribution to and through 
embers of the medical profession. A 
etter to the National Society for Medi- 
al Research, 25 East Washington 
treet, Chicago 2, Illinois, will bring 
ou samples of the following literature: 


cancer, 
cilosis, and poliomyelitis—2 colors, 4 pages, 
Bilustrated. 


.§ THREE BIG WORDS AND WHAT THEY 
'@MEAN—a simple discussion of how improved 
on research 
m animals to uncover the correct etiology 
of disease—2 colors, 4 pages. 


AN AD WHICH WILL NEVER APPEAR 
i§—a one-page sheet, advertising style, using 
a hypothetical appeal for human volunteers 


in medical research because animals could 
not be used if the antivivisectionists had their 
way. 


MICE—OR MEN?—a reprint of Surgeon 
General Norman T. Kirk’s article on animal 
experimentation from the June 29, 1946 issue 
of Colliers. 


THE EASY CHAIR—a reprint of the 
famous column from Harpers Magazine in 
which Bernard DeVoto attacks the antivivi- 
section stand. 


OPERATION X—SURVIVAL—Albert Q. 
Maisel; reprinted from the August, 1946, 
Readers Digest, condensed from Hygeia. 


ARE ANIMAL EXPERIMENTS NEEDED? 
—A. C. Ivy and A. F. Zobel, reprinted from 
the September, 1946, issue of the Journal of 
the American Pharmaceutical Association. 


THE NECESSITY OF ANIMAL EXPERI- 
MENTATION FOR PROGRESS IN MEDI- 
CINE—Anton J. Carlson; read at the proceed- 
ings of the Congress on Medical Education 
and Licensure, February, 1946. 


THE DEBT OF THE UNITED STATES 
ARMY SOLDIER TO ANIMAL INVESTI- 
GATION—Elliott C. Cutler; reprinted from 
the Harvard Medical Alumni Bulletin, April, 
1946. 


ANTIVIVISECTIONISTS—A. C. Ivy; re- 
printed from Clinical Medicine, August, 1946. 


MORE DOGS OR BETTER BABIES?—re- 
printed from the December, 1946 Roche Re- 


view. 


WHAT VALUE ANIMAL EXPERIMEN. 
TATION ?—Harold G, O. Holck and Edwin 
D. Lyman; reprinted from the American 
Journal of Pharmaceutical Education. 


THE CASE FOR VIVISECTION—Betsy 
Emmons; reprinted from the December, 1945, 
issue of Pageant. 


A NOTE FOR ANTIVIVISECTIONISTS— 
Josiah C. Trent; reprinted from the October, 
1946 issue of the Journal of the History of 
Medicine and Allied Sciences. 


A PLEDGE FOR ANTIVIVISECTIONISTS 
—a satirical pledge card to be signed by anti- 
vivisectionists. 





CLINICAL NOTES AND ABSTRACTS 


Rheumatic Diseases 


There are actually 200 forms of rheu- 
matism including 100 different types of 
arthritis, but aprroximately 85% of 
‘rheumatic patients’ suffer from one 
of seven common conditions; (1) rheu- 
matoid arthritis. (2) osteoarthritis, (3) 
rheumatic fever, (4) polyarthritis, (5) 
periarticular or intra-muscular fibrosi- 
tis, (6) psychogenic rheumatism, (7) 
gout or gonnorrheal arthritis. 

Rheumatoid Arthritis: Large doses of 
penicillin given intramuscularly daily for 
3 to 6 weeks have not been of benefit 
in rheumatoid arthritis, nor has strepto- 
mycin. Neostigmine (Prostigmine) or 
physostigmine have been given to re- 
lieve painful spasms of muscles. The 
use of vitamin therapy is not of direct 
value. A few patients seem to respond 
slowly to the use of concentrated doses 
of vitamin D. 

The exact value of gold salts is still 
not yet determined. The three chief 
drawbacks are that only 20% to 30% 
of cases obtain good results, relapses 
are common, even when good results 
have been obtained, and toxic reactions 
are frequent and are occasionally se- 
rious. 

Many experienced rheumatologists be- 
lieve that gold is the best single remedy 
for rheumatoid arthritis, and should be 
used as early as possible (preferably in 
the first two years of the disease). 

The dosage of gold salts at present 
is the maximum weekly dose of 50 mg. 
or 25 mg. in mild disease. One or two 
weekly doses of 10 mg. each are given, 
then one or two of 25 mg. and there- 
after 50 mg. weekly. Continue this dose 
until the patient’s symptoms are re- 
lieved and the sedimentation rate re- 
turns to normal, with 50 mg. being 
given once every two or three weeks 


from then on. Definite relief should bd 
obtained within 5 or 6 months or aftey 
2 gms. have been given. 

X-ray therapy of rheumatoid spondy 
litis have been of considerable valu 
in cases of ankylosing or rheumatoii 
spondylitis. 

In osteoarthritis of the hip, cup arthro 
plasties of vitalium are indicated for 
hips that are painful and in which thd 
pain is associated with considerable limi 
tation of motion. 

The oral administration of salicylate 
is as effective and less dangerous than 
intravenous administration, for rhev- 
matic fever. 

Sulfonamide prophylaxis: The pro 
longed administration daily of sulfona 
mide compounds to patients, particularly 
children, who have had rheumatic feve 
previously has notably reduced the in 
cidence of subsequent rheumatic attacks 
as well as the death rate from rheumatic 
carditis. Toxic reactions are usually 
mild, The risk inherent in such chemo 
prophylaxis are considerably less than 
those from the disease which is being 
treated. 

Gonorrheal arthritis is disappearing 
Prompt recognition is important because 
if treated properly, it is generally cured 
quickly and dramatically. Gonorrhea 
arthritis can damage a joint seriously 
in a very short time. 

Because of the widespread use of sul 
fonamides, most of the sulfonamide sus 
ceptible strains of gonococci have now 
largely been killed off, leaving most of 
the sulfonamide resistant strains to be 
combated. Hence the incidence of fail 
ures, after sulfonamide therapy, of gor- 
orrhea has gradually risen from about 
15 to 35 percent; therefore penicillin has 
almost completely replaced sulfonamide 
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compounds in the treatment of gonor- 
rhea and gonorrheal arthritis. 

The dose of pencillin for gonorrheal 
arthritis should be large. Most cases 
of so called ‘‘gonorrheal arthritis,”’ re- 
sistant to penicillin, are cases of rheu- 
matoid arthritis in men who have gonor- 
rhea. Rheumatoid arthritis is aggra- 
vated by genital gonorrhea. 


Acute genital gonorrhea is just one 
more acute infection which, like tonsi’- 
litis, influenza, scarlet-fever, septic sore 
throat, and so on can act as a trigger 
mechanism in the activation of rheuma- 
toid arthritis. Acute gonorrhea can pro- 
voke the first appearance of rheuma- 
toid arthritis, reactivate previously active 
but currently quiescent rheumatoid arth- 
ritis, or aggravate notably a c»existent 
rheumatoid arthritis. In doubtful cases 
of gonorrheal arthritis, the patient should 
be given a full therapeutic test vith >eni- 
cillin. It should be given intramuscu- 
jarly in doses of 25,000 to 30,000 units 
every three hours for 7 to 10 days. If 
during the first 3 or 4 days of such 
treatment there is no definite improve- 
ment, an injection into the joints should 
be given of at least 10,000 to 20,000 
units of penicillin daily for 3 days, if 
affected joints are large enough to be 
so treated. If the patient’s arthritis is 
not cured, or notably improved within 
7 to 10 days, the case and its diagnosis 
should be reviewed thoroughly.—PHIP 5S. 
HENCH, M.D., (Rochester, Minn). in 
J.A.M.A., Dec. 21, 1946. 


Treatment of Otitis Externa 

The external auditory canal is analo- 
gous to a test-tube in an incubator, with 
a medium of cerumen and exfoliated 
epithelium. The body supplies moisture 
and an even temperature. The canal is 
easily infected and difficult to treat be- 
cause of inaccessibility. Mixtures of 
fungi, molds and bacteria invade the 
glands and irritate the membranous 
canal wall, producing edema. Pruritis 
leads to scratching with resulting inflam- 
matory reaction and further edema. The 
tympanic membrane may perforate and 
infection involve the middle ear. Macer- 
ation of the canal walls secondary to 
otitis media permits secondary invasion 
by fungi. 
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An original treatment which has been 
successful in the hands of the author 
utilizes a solution made by dissolving 
one chlorazene (chloramine, U.S.P.) tab- 
let in 1 ounce of tepid water. The patient 
lies with the affected ear up while the 
otologist flushes the auditory canal with 
the solution in an ordinary medicine 
dropper, alternately filling the canal and 
withdrawing the liquid and debris. When 
the fluid is returned clear, the solution 
is allowed to remain a few minutes and 
the ear is then drained. Liquid petrola- 
tum may be applied to the excoriated 
skin. Treatment should be carried out 
on alternate days until the ear is dry, 
ordinarily a matter of less than ten 
days. When the canal is dry and itching 
has disappeared, the canal is swabbed 
by a solution of metacresylacetate (Cre- 
satin) containing 1% thymol.—J. Got>- 
STEIN, M.D., Arch. Otolaryng., Aug., 1945. 


Penicillin solution (in dilutions of 250 
to 2000 units per cc. in physiological 
saline) applied topically in cases of otitis 
externa produced unsatisfactory results 
in nearly all cases of acute diffuse, 
chronic exzematoid or chronic desquama- 
tive type. In cases of circumscribed 
otitis externa intramuscular penicillin 
produced rapid subsidence and forma- 
tion of well localized abscesses within 
24-48 hours. Mixtures of penicillin and 
sulphonamide insufflated into the af- 
fected ear produced equivocal results 
which was expected since cultures of the 
infected ears showed a high percentage 
in which gram negative rods predom- 
inated. Apparently the usefulness of peni- 
cillin in infections of the external audi- 
tory canal, as elsewhere in the body, will 
be limited by the character of the bac- 
terial flora and will therefore be de- 
pendent upon bacteriological study of 
the canal. Penicillin-sulfanilamide pow- 
der mixtures will likewise be ineffectual 
in cases in which the predominant path- 
ogen is resistant to both of the chemical 
agents. Penicillin solution or ointment 
appears to be potent in chronic eczema- 
toid cases infected primarily or second- 
arily with staphylococcus sensitive to 
the antibiotic. Permanent cure of this 
condition is doubtful until a better under- 
standing of the underlying mechanisms 
is obtained.—B. H. Senturia, M.D., in 
Annals Otorhinolaryng., March 1946. 
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Therapy in Sudden 
Peripheral Arterial Occlusion 


In peripheral vascular occlusion, the 
first consideration, before institution of 
treatment, is proper diagnosis, since, in 
arterial occlusion, the primary reaction 
is ischemia, while in venous obstruc- 
tion, there is venous stasis with edema, 
followed by delayed relative ischemia. 
Arterial occlusion is surgical if high in 
the limb and massive: removal of the 
clot should be accomplished within four 
hours. With this exception, the following 
medical regimen is desirable for peri- 
pheral arterial occlusions: 

1. Sedation with demerol (100-200 
mgms.) or pantopon (gr. % hypoder- 
mically repeated as needed for pain. 
Papaverine (gr. ss to i) may be given 
in addition, hypodermically or intra- 
muscularly. 

2. Lumbar sympathetic block within 8 
hours of occlusion. 

3. Elevation of ,head of bed. 

4. Keep the extremity cool since in- 
crease in limb temperature is accom- 
panied by increase in local metabolism 
and increase in tissue damage. Refrig- 
eration is indicated only when amputa- 
tion is contemplated. 

5. Anticoagulant therapy will not dis- 
solve clots already formed but will pre- 
vent propagation of further clotting. 
Maximum effect is obtained when this 
treatment is started within the first 
eight hours after the occlusion. Since 
dicoumerol is not immediately effec- 
tive, heparin should be used immediate- 
ly and its blood level maintained until 
dicoumerol therapy has become effec- 
tive. Practically it is desirable to deter- 
mine the clotting time and the pro- 
thrombin time (Quick method) and then 
give heparin, 100 mgms. intravenously, 
and dicoumerol, 300 mgms. orally. For 
the first 24-48 hours give sufficient 
heparin parenterally to maintain the 
clotting time at a level of 10-12 seconds. 
When the dicoumerol has become ef- 
fective, as demonstrated by a pro- 
thrombin time of between 30 and 35 sec- 
onds, the heparin may be discontinued, 
and the anticoagulant effect maintained 
by appropriate doses of dicoumerol, 
usually in doses of 100 mgm. as often as 
necessary to keep the prothrombin time 
at the desired level. It must be remem- 
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bered that the effect of heparin persists 
for only two to four hours, but 
that dicoumerol exerts an anticoagulant 
action for as long as 7-10 days. In case 
of hemorrhagic tendencies during dicou- 
merol therapy, fresh whole blood trans- 
fusions are specific: bleeding from 
heparin may be treated by parenteral 
calcium intravenously. 

6. Oral vasodilators are probably not 
very effective, but small doses of al- 
coholic beverages (whiskey or brandy 
1 or 2 ounces twice a day), papaverine 
hydrochloride (gr. i or iss every 24 
hours), or aspirin (gr. x every 4 hours) 
may be used. 

7. The presence of infection is indica- 
tion for therapy with sulphonamides or 
penicillin. 

8. A good rule to follow is: If after 
symptomatic measures and hepariniza- 
tion, there is no return of warmth or 
arterial pluses to the limb within 3 
hours, or, if severe pain persists for 
this length of time, perform a para- 
vertebral sympathetic block. If, the 
above signs of improvement do not ap- 
pear within three hours following para- 
vertebral block, perform an _e em- 
bolectomy.—C.D. Marpie, M.D. 


Demerol in Obstetrics 

Demerol hydrochloride relieves labor 
pains as promptly, completely, and with 
far less danger to the mother thar 
former methods where morphine, sco- 
polamine, magnesium sulfate, rectal 
ether or paraldehyde were used in var- 
ious combinations. Bad effects on the 
newborn are practically nil —H. M. Car 
TER. in Wisconsin M. v., Dec. 1945. 


Recurring Malaria 
Of the cases of malaria with chronic 


recurring attacks in our veterans, 
99% will be of the vivax type. If these 
cases are resistant to atabrine, then 
quinine should be used in doses of 9 
grains (2 gm.) a day for a period of 
six days, then 10 grains (0.65 gm.) day 
for a period of 5 or 6 weeks. When 
chloroquin becomes available 4% grains 
(0.3 gm) should be given twice a day 
for the first day and then 4% grains for 
the following three days will constitute 
a course of treatment.—E. C. Favst, 
Ph.D., in J.A.M.A., Dec. 21, 1946. 
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Allergic Pneumonia or 


Loeffler's Syndrome 

Loeffler, in 1932, reported 51 cases of 
transitory, pulmonary infiltrations asso- 
ciated with an increase in the eosino- 
philes in the blood. X-rays of the chest 
in these cases revealed single, or multi- 
ple, large, or small, unilateral, or bi- 
lateral pulmonary infiltrations which 
would usualiy resolve in from 3 to 8 
days. Eosinophilia of 10 to 50 percent 
appeared during or shortly after the oc- 
currence of the pulmonary infiltration 
and persisted for variable periods of 
time. The white blood count was either 
normal or moderately elevated, but the 
erythrocyte sedimentation rate was or- 
dinarily normal. The course of the dis- 
ease was benign with no or mild con- 
stitutional symptons. All cases occurred 
in adults. The sputum in all cases was 
negative for acid-fast bacilli and only a 
few patients reacted to the Mantoux 
Test. Loeffler believed that the syndrome 
represented an allergic reaction of the 
lung to some toxin, with the formation 
of an inflammatory exudate, analogous 
to erythema nodosum. 

Cases resembling those reported by 
Loeffler have been reported by other 
authors in this country and in Europe. 
Hoff and Hicks reported a case with 
persistent pulmonary symptoms and 
x-ray findings for 4 months until amebae 
were eliminated from the stool. Stefano 
reported a case with asthmatic symp- 
toms and roentgen evidence of pulmo- 
nary infiltration in whose sputum 
amebae were found although they were 
not present in the stool. Symptoms and 
signs disappeared when the patient was 
treated with emetine. Other parasites, 
including Fasciola Hepatica and Ascaris 
Lumbricoides, have been recovered from 
patients with this syndrome. Elsom has 
reported 2 cases of Brucellosis in which 
this syndrome occurred. 

Symptoms and signs of the syndrome 
are few. Cough, wheezing, malaise, low 
grade fever, a slight elevation of the 
white blood count, eosinophilia, a rapid 
sedimentation rate and few and incon- 
sistent pulmonary signs suggest the di- 
agnosis where areas of infiltration are 
demonstrated in the lungs radiologically. 
The diagnosis is established by ruling 
out the numerous causes for benign in- 
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filtrations of the lung, and by demon- 
strating parasites if they are present. 
If a possible etiologic agent is discover- 
ed, treatment directed toward the 
elimination of this agent is indicated. 
Involvement of the lungs in infestation 
by Strongyloides stercolis may present 
a picture comparable to this syndrome. 
No pathological picture has been des- 
cribed because of the benign nature of 
this syndrome. 


Treatment of Early Syphilis 

The most effective treatment for early 
syphilis is the continuous form of therapy 
in which the patient receives eight 
weekly doses of an arsenical (mapharsen) 
alternated with six or eight weekly bis- 
muth injections, for 1 or 1% years. 

The intensive Army schedule consists 
of mapharsen twice weekly and bismuth 
once weekly for 5 weeks; then the ar- 
senical twice weekly for 5 weeks; bis- 
muth once a week for 6 weeks; for 
5 weeks, the arsenical twice weekly and 
for the final 5 weeks, the mapnarsen 
twice weekly and the bismuth once week- 
ly.— HERBERT KoTEEN, M.D. in New York 
S. J. M., Dec. 1, 1946. 


Acute Ulcerative Colitis 


Sulfathalidine may well be used in 
acute ulcerative colitis. These patients 
are losing a lot of protein and food. 
They must be fed. Treatment with the 
amino acids is of value. In order to 
digest, we must have ferments in the 
intestine; we must have juices, and those 
juices contain protein. If the patient is 
not getting much protein and the rest 
is being lost, he can’t make ferments. 
That is why sometimes, after giving the 
amino acids, the results have been spec- 
tacular. The patient has gone on di- 
gesting again.—WaLTerR C. ALVAREZ, M.D., 
in J.A.M.A., Dec. 21, 1946. 


Postoperative Nausea 
Sodium bicarbonate in doses of 1 to 


4 Gm. (15 to 60 gr.) well diluted in 
water diminishes nausea and is a useful 
gastric wash after ether anesthesia; 
being alkaline, it dissolves mucus away 
from the stomach.—M. G. Mutinos, M.D., 
in ‘“‘Pharmacology”’ (Oxford). 
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Reversability of Heart Disease 

As Paul White has pointed out, many 
types of heart disease are reversible and 
many patients who appear seriously ill 
with heart disease may be not only im- 
proved, but actually made free of car- 
diac weakness. Included among the dis- 
eases which may be so considered are: 
(1) thyrotoxicosis, (2) myxedema, (3) 
beri-beri, (4) severe anemias, (5) cases 
of acute hemorrhagic nephritis in which 
the renal lesion heals without entering 
into a chronic, subacute or latent stage 
and (6) acute pericardial effusion in 
which the cause for the pericarditis is 
eradicated. It must also be remembered 
that many patients survive for years 
after the occurrence of acute coronary 
occlusions or anginal attacks. The physi- 
cian should not, therefore, look upon 
heart disease as a necessarily irrever- 
sible and irremediable process. 


Sulphathalidine in 
Intestinal Disorders 

Sulfathalidine (phthalylsulfathiazole), 
the phthalic acid salt of sulfathiazole, is 
one of the least toxic derivatives of 
sulfathiazole and, at the same time, 
one of the most effective therapeutically 
for intestinal use. Its advantages over 
previously recommended compounds 
such as fulaguanidine and sulfasuxidine 
(succinylsulfathiazole) include its slight 
absorption from the gastrointestinal tract, 
rapid excretion in the urine, high bac- 
teriostatic activity in vitro and therapeu- 
tic effectiveness in relatively small 
doses. Not only are toxic reactions un- 
common with sulfathalidine, but in most 
cases, when a reaction to one or another 
sulphonamide drug has previously oc- 
curred, no reaction is encountered with 
sulfathalidine. It may also be effective 
therapeutically after the patient has 
failed to respond to other sulphonamides 
used for intestinal disease. The drug 
is effective in a relatively high per- 
centage of either acute or chronic in- 
testinal conditions. It is particularly ef- 
fective in regional ulcerative colitis and 
in regional enteritis and it has been 
effective in some cases of chromic bacil- 
lary dysentery. At the Mayo Clinic, 
it is administered preoperatively to pa- 
tients about to undergo intestinal sur- 


gery in doses of 150 grains (9.6 gms.) 
for one day and of 90 grains (5.8 gms.) 
for three days prior to operation. It 
is felt that the remarkable reduction 
in fatality rate after intestinal opera- 
tions is largely due to this use of sul- 
fathalidine plus other measures of pre 
operative care.—J. A. Barcen, M.D., in 
Minn. Med., Nov. 1946. 


Precordial Leads in 
Electrocardiography 


Unipolar precordial leads are semi- 
direct leads that explore the anterior 
ventricular wall and reflect primarily 
the electrical activity of that portion of 
the myocardium immediately subjacent 
to the electrode. Comparison of unipolar 
leads from the extremities and from the 
precordium permits one to visualize the 
electrocardiographic position of the heart 
and to better interpret many atypical 
EKG patterns. Multiple precordial leads 
may reveal or clarify myocardial lesions 
not defined by standard limb leads or 
by a single apical precordial lead. The 
minimum number of precordial leads 
advisable for routine use is undeter- 
mined, but, at present, six are advised 
when the routine four-lead EKG is in- 
conclusive. — M,. Soxo.Low, California 
Medicine, Oct. 1946, 


Treatment of Dysmenorrhea 
Pavatrine (B-diethyl-aminoethl-fluor- 


ine-9-carboxylate HCl), a new anti- 
spasmodic, has been used in the treat- 
ment of dysmenorrhea with apparent 
success. Treatment consisted of a single 
dose of two Pavatrine tablets (0.25 
grams) followed by a glass of warm 
water and a rest period of one hour. 
No toxic effects were noted. Thé results 
were significantly better than with an- 
other antispasmodic (tropic acid ester) 
and was improved when supplemented 
by a small dose of sedative.—F. A. VIc 
ciano, M.D., in Industrial Med., Nov. 
1946. 

(The great subjective factor in dys- 
menorrhea and the lack of extended 
clinical trials must temper any enthusi- 
asm for a new treatment for dysmenor- 
rhea, but a non-toxic and apparently 
effective agent is worthy of trial—Ed.) 
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Treatment of Scabies in Children 


T. J. McElhenney (J. Pediat., 129, 189- 

191, August 1946) reports a series of 
twenty two cases of scabies in chil- 
dren treated with a new paraciticide, 
zyclophen. Cure in each case was rapid, 
complete, non-painful and free from un- 
toward reactions. Zyclophen ointment, 
containing 1% each of 4-chloro-3, 5-di- 
methylphenyl hydrogen dl-camphorate 
and orthophenylphenol in 4% anhydrous 
lanolin and 94% white petrolatum, was 
dispensed in half ounce jars to be used 
on affected parts twice daily for two 
successive days. Advantages of the oint- 
ment include: absence of odor and stain- 
ing of clothing; effectiveness in clear- 
ing up secondary pustules of long-stand- 
ing scabies and low concentration of 
active ingredients as compared with 
other sarcoptacides. 
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Histamine Cephalgia 


Histamine Cephalgia, first described 
by Horton in 193% (erythromelalgia) is 




























he §, relatively rare syndrome which is 
ds § most frequently confused with migraine. 
-t- Blt is most common in people during the 
ed Ftourth and fifth decades. It is charac- 
in Fteristically unilateral and, unlike mi- 
ud Bcraine, never involves the opposite side 

of the head. The attacks begin suddenly, 

most commonly at night when they 

awaken the victim, and persists for about 

oe hour. The pain involved both the 
or Bhead and the face and is oftenn accom- 
iti Boanied by lachrymation and flusing of 
‘at- Hine side involved. There is often per- 
ent Fistent tenderness over the carotid ves- 
gle Bcis of the involved side. Attacks are so 
).25 severe that patients may contemplate 
TM Bsuicide and the precipitation of attacks 
Ur. By ingestion of alcohol leads to absti- 
iits nence. The occurrence of attacks with 
am Belocklike regularity also differentiates 
€t) Bittacks from those of migraine. There 
ted Bare no gastro-intestinal symptoms. The 
M° Biiagnosis can be confirmed by the in- 
OV. Biection of histamine in doses of 0.3 to 0.5 

mgms (.1 to .12 mgs. of histamine base) 
YS Briven in the form of histamine phos- 
ded phate (1:1000 solution). Use small doses 
us Because of the severity of reactions. A 
10f Hhignificant reaction is a typical head- 
— ache lasting for from 20 to 60 minutes. 





This syndrome is characteristically dif- 
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ferent from migraine in the abolsute 
unilateral nature of attacks, the short 
duration of attacks (one hour as com- 
pared with 6 to 24 hours for migraine), 
its ability to awaken the sleeping patient 
(migraine rarely does this, but may be 
present upon awakening or arising), fre- 
quent partial relief by assuming the up- 
right position (not true of migraine), 
absence of gastrointestinal symptoms and 
of relations to menses and its clocklike 
regularity.—Staff Meeting, Los Angeles 
County Hosppital, Nov. 1946. 


(Intravenous doses of histamine dilu- 
ted to 500 cc. with normal saline solution 
are curative.—Ed.) 


Secondary Anemia 

The normals of the blood cell count 
were established after many years of 
study and should not be unceremoniously 
abandoned. Individuals with low hemo- 
globin have obviously a low oxygen car- 
rying capacity and presumably subnor- 
mal function of every body tissue in- 
cluding both muscular and cerebellar 
activity. Determination of the etiology 
of the anemia obviously is essential to 
its treatment. 


It is well confirmed that many of 
the macrocytic hyperchromic anemias 
respond promptly and specifically to 
folic acid. Estimation of the cell volume 
in all cases in which the total red cell 
count or the hemoglobin is reduced is 
important in the differentiation of mac- 
rocytic and microcytic anemias. For 
the most part, the macrocytic anemias 
are not benefited by iron while the 
microcytic anemias are not usually 
helped by folic acid.—Editorial, Southern 
Med. J., Jan. 1947. 


The "Male" and 


"Female" Hormones 

The terms ‘‘male’’ and “female” hor- 
mones are not strictly accurate since 
both types of hormones are present in 
each normal human being, regardless 
of sex, and that medical treatment is 
only required to establish the proper 
balance which is normal to man or to 
woman.—W. H. Ramso, M.D., in Gen. 
Pract., Oct. 1946. 


DIAGNOSTIC POINTERS 


Wrong Respiratory Tract 
Diagnosis 

Do not make a diagnosis of pneumonia, 
bronchitis, asthma, pleurisy, chest cold, 
catarrhal fever or grippe without first 
considering tuberculosis. The symptoms 
and physical findings may be the same. 
An x-ray and sputum examination, and 
occasionally a tuberculin test are 
requisite. Almost 75 per cent of the 
errors in diagnosis of tuberculosis were 
considered nontuberculous respiratory 
conditions—I. D. Bosrowrrz, M.D., in 
New England J. Med., Jan. 3, 1946. 


Dangerous Skin Moles 

Blue nevi never become malignant. 
Pigmented senile keratosis, pigmented 
epidermoid mole and pigmented basal 
cell epithelioma are relatively innocous. 
Only the true pigmented moles are po- 
tentially dangerous and only the malig- 
nant melanomas threaten life—A. P. 
Strout, M.D., in Texas S. J. Med., Mar. 
1946. 


Breast Biopsy 

In cases of cancer of the breast, where 
either the tumor or a biopsy was re- 
moved and anywhere from 1 to 12 days 
elapsed before a radical mastectomy 
was done, the results were as good as 
those in which radical operation was 
done at once, with or without frozen 
section.—A. P. Strout, M.D., in Texas 
S. J. Med., Mar. 1946. 


Gastrointestinal Symptoms 

Diarrhea, abdominal pain, dyspepsia 
and constipation may be caused by foods 
to which the patient is allergic, or by 
intolerance to fats and sugars.—Louis 
Turt, M.D., (1530 Locust, Philadelphia) 
in J.A.M.A., Mar. 9, 1946, 


278 


Cardiac Murmurs 


“A careful physical examination may 
uncover physical qualities of the mur 
mur in addition to its loudness, which 
add ‘to its’ significance. A loud first 
sound at the apex, a loud second pul 
monic sound, a holosystolic murmur, a 
‘“‘musical’’ murmur, a ‘“‘harsh’’ murmur, 
a ‘‘sea gull’’ murmur, a ‘‘constant’’ mur- 
mur, all lend importance ’’ — ARTHUR 
M. Master, M.D., in the Bulletin of 
the New York Academy of Medicine, 
Oct. 1946. 


Severe Joint Pain 


Sudden onset of severe joint pain, 
redness and slight swelling, in the ab- 
sence of definite changes in or about the 
joint, should make one suspicious of 
acute gout.—JosePpH H. Pratr, M.D. 
Diagnostic Hospital, Boston, Massachu- 
setts. 


Rectal Polyp 


A rectal polyp which has the same 
color as the sufrounding mucosa is al§ 
ways benign. The neoplastic adenoma 
tous polyp which has a dusky red 
appearance is malignant.— A. P. Srovt, 
M.D. in Texas S. J. Med., Mar. 1946. 


Hypertension, Tachycardia, 
Obesity 

Transient hypertension or transient 
tachycardia or overweight, each by it 
self, increases the probability of latter 
development of sustained hypertension 
and cardiovascular-renal disease. The 
presence of two of these conditions is 
of greater importance than any one 
alone. The presence of all three is o 
serious prognostic significance.—Paulg 
D. Wuire, M.D., in J.A.M.A., July AF 
1946. 
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THUMBNAIL THERAPEUTICS 


Headaches 

Very few headaches are due to nasal 
causes or to sinusitis. Ephedrine sul- 
phate (% grain) with a sedative (sec- 
onal) two or three times daily will 
often relieve headaches for which no 
cause can be found. If relief occurs, 
think of allergic and vascular causes. 
Thyroid extract should next be tried— 
A. W. Proetz, M.D., in J. Iowa S.M.S., 
March, 1944. 


Pain 

To obtain the maximum counterirri- 
tant effec® for relief of pain, the alter- 
nate use of heat and cold is superior 
to either agent used alone.—A. L. War 
Kins, M.D., in ‘‘Preoperative and Post- 
operative Treatment’’ by Mason (W. B. 
Saunders Co.). 


Penicillin for Syphilis in Pregnancy 

Penicillin penetrates the placenta and 
may be demonstrated in the amniotic 
fluid and tissues of 10 to 12 week old 
fetuses. This proves it to be a better 
and safer spirocheticidal agent than ar- 
senic (neoarsphenamine) which is poorly 
transmitted to the fetus during the first 
six months of pregnancy.—J. H. E. Wotrz, 
M. D. in J.A.M.A., July 20, 1946. 


Pulmonary Hemorrhage 

Pulmonary hemorrhage may be treated 
with injections of air into the peritoneal 
‘Bcavity (bilateral compression of the 
lungs is obtained with this.simple tech- 
nic; the patient need not be disturbed 
lor x-rays and prolonged examinations). 
Ed.; Such therapy does not obscure the 
lung fields, as does pneumothorax. 500 to 
1,000 cc. of air may be injected daily to 
heck hemorrhage.—A. L. Banyat, M.D., 
0 Pneumoperitoneum Treatment’’ (Mos- 


Fractured Ribs 


Strapping may give considerable re- 
lief, especially if pain is severe, but it 
is not always necessary. If the chest 
is at all hairy, it should be shaved 
before strapping is applied. The strap- 
ping should extend at least three inches 
beyond the mid-line in front and back. 

An injection of novocain may be given 
to relieve the pain. One injection alone 
may give great relief, but usually two 
or three are required. In all cases, 
breathing exercises should be ordered 
as well as postural exercises to pre- 
vent stiffness of arm and shoulder.— 
R. C. Brock, M.D., Med. World, (Eng.) 
Oct. 12 1945. 


Anuria 


Anuria may be relieved by mercurial 
diuretics if the kidney is not damaged 
severely.—Harry Goi, M.D., in N.Y.S.- 
J.M., Jan. 1, 1946. 


Acute Infectious Gangrene 

Acute, infectious gangrene, especially 
in the diabetic, may be _ successfully 
treated by injecting 500,000 to 1,000,000 
units of penicillin every 24 hours. The 
total dose is divided into equal doses 
given by intramuscular injection every 
2 hours.— W.S. Cottens, M.D., in ‘‘Mod- 
ern Treatment of Diabetes Mellitus’’ 
(Thomas). 


Dislocation of the Clavicle 

I advocate resection of either tbe 
inner or outer ends of the clavicle for 
dislocation, or if for tumor or similar 
cause, resection of the whole bone. There 
is no loss of function following such 
a procedure.— Fraser B. Gurp. M.D., 
Surgeon of Montreal, Canada in letter 
to Clinical Medicine. 
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NEW BOOKS 


Any book reviewed in these columns will be procured for our 
readers if the order, addressed to CLINICAL MEDICINE, Waukegan, 
lll., is accompanied by a check for the published price of the book. 


Introduction to Surgery 


By Virginia K. Frantz, M.D. and H. D. 

Harvey, M.D., Columbia University Col- 

lege of Physcians & Surgeons, New York 

City. Oxford University Press, 1946. $2.50. 
Here, in two hundred pages, are produced 
the fundamentals of surgical principles and 
the basis for their application in clinical sur- 
gery. The authors have long been interested in 
experimental surgery and in fundamental in- 
vestigation. 

Dr. Frantz was responsible for the discov- 
ery of absorbable oxidized gauze which prom- 
ises a revolutionary change in the treatment 
of uncontrollable hemorrhage. 

This small text may be recommended to 
any medical student, to general practitioners 
and to surgeons. The statements are brief, 
accurate and interesting. 


Sex Manual 


(For Those Married or About to Be) 


By G. Lombard Kelly, M.D., Dean and 
Professor of Anatomy, University of 
Georgia School of Medicine. Southern 
Medical Supply Company, 1946. $1.00. 


The “Sex Manual For Those Married or 
About to Be” should be made required 
reading for your mature patients," for the 
unhappily married persons who drift into 
your office, for couples who are having pre- 
marital examinations, for the woman who 
thinks that her sex cannot enjoy intercourse, 
for yourself. 

The author writes in a warm, human way 
of normal sexual relations and how they 
may be enjoyed by everyone. His common- 
sense approach is a welcome contrast to the 
literature in the field, much of which seems 
to originate with rather anemic individuals. 

A brief description of the reproductive 
system in the male and female prefaces 
instructions on use of lubricants, the condom, 
how to carry out the first intercourse, how 
frequent intercourse should be, the location 
of orgasm in the woman (the clitoris), the 
sex impulse in man and woman, [rigidity 
in women, masturbation, fertility, sterility 
and other topics. Within 84 pages, the 
author compresses more material for the 
average layman than in_ certain large 
volumes previously published. 

Very few technical terms are used so that 
the material may be read and understood 
by anyone. 


A Textbook of Biochemistry 


By Philip H. Mitchell, Ph.D., Professor 
of Biology, Brown University.—McGraw- 
ill Book Co., $5.00. 


A correct, practical text for the student en- 
tering upon the field of physiologic chemistry. 
The author is careful to limit his field to the 


basic science aspects without venturing far 
afield into clinical medicine. Structural formu- 
lae are given in full detail. 
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Exercises in Human Physiology 


(Preparatory to Clinical Work) 

By Sir Thomas Lewis, M.D., LL.D., Phys- 

ictan in Charge, Clinical Research, Uni- 

versity College Hospital, London, Ing- 

land.—Maemillan Co., 1946. $1.25. 
The author has always had the gift of simpli- 
fying physiology and of setting forth direct, 
easily grasped experiments to prove certain 
points. The present small text is an admir 
able one for the medical student and for 
the physician who wishes to utilize simple 
physiological principles in clinical practice, 


An Introduction to Essential 
Hypertension 


By Richard F. Herndon, M.D., F.A.C.P, 
—Charles C. Thomas. 1946. $2.50. 


This is a summary of the problem of hyper 
tension. The data are not discussed in de 
tail nor are the pros and cons presented. The 
author discusses essential hypertension in 
the usual clinical fashion. This book should 
prove to be of little value except to those 
who are almost entirely ignorant of the 
relatively recent literature on essential hyper- 
tension. 


The Chest 


(A_ Handbook of Roentgen Diagnosis) 
By Leo Rigler, M.D., Chief of Radiviogy 
Department, University of Minnesota.— 
Yearbook Pub., 1946. $6.50 


The author presents an atlas type of text 
book in which various normal and abnormal 
findings are illustrated and the principals 
behind their recognition is discussed. The te 
production of x-rays is so well done that 
the book is as valuable as a teaching clinic. 
Again and again, practical methods of inter 
preting roentgen shadows are given. 


Clinical Electrocardiography 


By David Scherf, M.D., and Linn J. Boyd, 
M.D.—J. B. Lippincott Co., 1946. $8.00. 


This second edition, like the first, falls short 
of fulfilling the need for a book for the 
beginner in electrocardiography. It. is based 
upon empirical principles of interpretation 
and does not attempt to explain the mechat- 
isms for the patterns encountered. It is 
essentially necessary that the reader mem 
orize the various, even the rare, elect 
cardiographic patterns for the various cardiat 
states. Such interpretations lead to may 
errors and difficulties and are not properly 
learned. There is no organization of the 
book according to the underlying fundamental 
physiologic mechanisms or even the cli 
cardiac states. The illustrations as a 


to recommend the book to beginners and it 
is doubtful that those who have estabii 
themselves in the fields of cardiology 
electrocardiography will find anything 
value. (Reviewed by a clinical and e 
mental worker in electrocardiography.) 
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